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ABSTRACT 
While it is commonly understood by occupational therapy practitioners that 
collaborative goal setting leads to increased goal achievement (Sugavanam, Mead, 
Bulley, Donaghy, & van Wijck, 2013), the current literature shows that people with post 
stroke aphasia are not optimally involved in the collaborative goal setting process (Berg, 
Askim, Balandin, Armstrong, & By Rise, 2017; Berg, By Rise, Balandin, Armstrong, & 
Askim, 2016; Rohde, Townley-O’Neill, Trendall, Worrall, & Cornwell, 2012). This leads 
to reduced goal achievement (Sugavanam, Mead, Bulley, Donaghy, & van Wijck, 2013) 
and ultimately less leisure and social participation (Hilari, 2011; Eriksson, Aasnes, 
Tistad, Guidetti, & von Koch, 2012; Nätterlund, 2010).   
ClientCollab is a theory-based and evidence-driven online visual supplement to 
the Canadian Occupational Performance Measure (COPM), designed to reduce the 
cognitive and communication burdens of the COPM and assist the practitioner and client 
with aphasia in the goal setting process. ClientCollab is guided by research on reading 
and pictorial comprehension of people with aphasia as well as by the Universal Design of 
		 vi	
Learning (UDL) theory. 
The online program is available free of charge at www.clientcollab.net and is 
designed to be used in conjunction with the COPM to assist the occupational therapy 
practitioner and client in identifying occupational performance issues. The content of the 
program parallels the section and subsection breakdown of the COPM and is designed for 
use during step one of the COPM to assist in the identification of occupational 
performance issues. The objective of the program is to increase communication between 
client and practitioner during the goal setting process as well as to increase the number of 
goals developed with client input. ClientCollab is meant to act as a visual supplement to 
the goal setting section of the COPM, however it is not meant or able to fully replace the 
COPM, and must be used in conjunction with the paper or online version of the COPM.   
In conclusion, ClientCollab aims to decrease the cognitive and communication 
barriers limiting people with aphasia from completing the COPM in hopes of facilitating 
increased collaborative goal setting and ultimately increased goal achievement in this 
population. 
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CHAPTER ONE: INTRODUCTION 
Nature of the Problem 
Client goal setting is a core tenant of occupational therapy, and found to be 
directly related to goal achievement (Sugavanam, Mead, Bulley, Donaghy, & van Wijck, 
2013). However, because collaborative goal setting traditionally requires self-report, it 
can be challenging for occupational therapy practitioners to engage in collaborative goal 
setting with people with aphasia. Often, people with aphasia are excluded from 
collaborative goal setting (Berg, Askim, Balandin, Armstrong, & By Rise, 2017; Berg, 
By Rise, Balandin, Armstrong, & Askim, 2016; Rohde, Townley-O’Neill, Trendall, 
Worrall, & Cornwell, 2012). While practitioners frequently turn to proxy support to assist 
in goal setting, unfortunately, proxy report has been shown to be inaccurate or not fully 
encompassing of the client’s perspective (Cruice, Worrall, Hickson, & Murison, 2005; 
Haley, Womack, Helm-Estabrooks, Lovette, & Goff, 2015; Wallace et al., 2017).  
Therefore, it is critical to involve clients with aphasia in the collaborative goal 
setting process. Yet Rosewilliam, Roskell, & Pandyan (2011) suggests that having clients 
with stroke involved in decision making is rare, despite the strong evidence  that 
collaborative goal setting for people post stroke increases motivation, performance, goal 
attainment, and satisfaction. 
Many occupational therapy assessments and tools to facilitate goal setting have 
been developed, one of the most notable being the Canadian Occupational Performance 
Measure (COPM). The COPM is designed for use by occupational therapy practitioners 
in collaboration with their clients in order to evaluate a client’s perceptions regarding 
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one’s ability to perform daily occupations and one’s satisfaction with one’s ability to do 
so. The COPM is very popular due to its low cost and ease of administering and scoring. 
The assessment is known to be widely reliable and valid, and in 21 studies of utility, the 
assessment was found to offer benefits in various settings (Canadian Occupational 
Performance Measure, 2018). However, in some settings, such as in populations of young 
children as well as in populations with impaired insight or ability to self-generate and/or 
express ideas, the COPM may not be appropriate. People with aphasia may be one such 
population. 
Contributors to the Problem 
 Many factors combine to create a lack of collaborative goal setting in the post 
stroke aphasia population.  Collaborative goal setting and use of patient-report outcomes 
can be difficult due to the communication deficits as well as the practitioner’s assumption 
that these communication deficits will block the ability to partake in collaborative goal 
setting with the client (Johannson, Carlsson, & Sonnander, 2012; Le Dorze, Salois-
Bellerose, Alepins, Croteau, & Hallé, 2014), as many outcome measures and tools used 
for collaborative goal setting require extensive written and oral comprehension and 
expression to complete. Additionally, proxy report in substitute for client self-report has 
been shown to be questionable in its accuracy (Cruice et al., 2005). 
 Of the available outcome measures to track changes and assist in goal setting for 
people with aphasia, many were developed by speech language pathologists, and as such 
focus on communication challenges. The challenges associated with post stroke aphasia 
go beyond simply communication challenges (Hilari, 2011; Nätterlund, 2010; Niemi & 
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Johansson, 2013), however occupational therapy specific measures with a focus on 
occupational participation are lacking (Tucker, Edwards, Mathews, Baum, & Connor, 
2012). Aphasia specific self-report outcome measures addressing participation in daily 
occupations include Life Interest and Value (LIV) cards as well a modified aphasia 
friendly version of the COPM. However, more quantitative research is required to fully 
assess the reliability and validity of these measures (Coates, Irving, & Sutherland, 2015; 
Haley, Womack, Helm-Estabrooks, Lovette, & Goff, 2015). 
Approach to Addressing the Problem 
Client-centered goal setting can either occur informally through a semi-structured 
or unstructured interview, or more formally through use of pretest ratings on an outcome 
measure as a launching point for identifying current deficits. The intended project, 
ClientCollab, will utilize a formal outcome measure often used in goal setting, The 
Canadian Occupational Performance Measure (COPM). The COPM was selected as it is 
a popular measure that provides a framework for any occupational therapy practitioner to 
follow to work with a client to identify occupational performance issues, rank them by 
importance, and create therapy goals. Additionally, no formalized training is required for 
practitioners to use the COPM. However, the time and communication burdens of the 
COPM are vast, with a median administration time of 20–40 minutes (Canadian 
Occupational Performance Measure, 2018). Subjects must be able to self-report scores on 
a one to ten Likert scale and have the cognitive and communicative skills to self-identify 
and report occupational deficits. 
As such, ClientCollab has been designed as a visual supplement to the COPM to 
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be used in conjunction with the assessment in an effort to decrease the cognitive and 
communicative burdens of the tool. In its tradition form the COPM requires clients to 
reflect and self-generate their occupational deficits within certain categories, and then 
express these deficits to the occupational therapy practitioner. The objective of 
ClientCollab is to provide a pre-generated list of occupations within each category of the 
COPM in a way that is easily comprehendible to people with post stroke aphasia. By 
taking the burden off the client to self-generate these occupations, ClientCollab is 
expected to reduce the cognitive burdens of the COPM. Additionally, by changing the 
question from an open ended “what are your occupational deficits?” to a binary question 
of “is this an occupational deficit for you?”, which requires only a yes/no answer, 
ClientCollab is expected to reduce the communicative burdens of the COPM. 
Target Participants 
 ClientCollab is an online program, free to access and use for any occupational 
therapy practitioner with internet access and a devise with an appropriately large screen. 
ClientCollab is theory-based and evidence-driven, in an effort to increase the ability for 
clients with post stroke aphasia to comprehend each occupation on the pre-generated 
lists, as well as to comprehend the question being asked of them: “do you need help with 
this task?”. Significant evidence has been found to support that certain elements of text 
and formatting increase reading comprehension for people with aphasia (Brennan, 
Worrall, & McKenna, 2005; Rose, Worrall, Hickson, & Hoffman, 2011a; Rose, Worrall, 
Hickson, & Hoffman, 2011c; Wilson & Read, 2016). However, the effect of some aspects 
of formatting on comprehension are still unclear in their results; use of pictorial 
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supplements in aphasia friendly documents have mixed conclusions (Brennan et al., 
2005; Dietz, Hux, McKelvey, Beukelman, & Weissling, 2009; Rose, Worrall, Hickson, & 
Hoffmann, 2011b; Wallace, Dietz, Hux, & Weissling, 2012; Wallace, Hux, Brown, & 
Knollman, 2014; Wilson & Read, 2016; Worrall, Rose, Brennan, Egan, Oxenham, & 
McKenna, 2005), and limited research has been focused on applying aphasia friendly 
formatting to screens and technology to facilitate successful participation in technology 
use for people with aphasia. 
 As such, specific aphasia related evidence was supplemented by the more holistic 
Universal Design for Learning (UDL) theory, which is an educational framework for 
designing flexible curricula in a manner that allows all participants to engage and learn 
(Post, 2015). Thus, it is hoped that in the future this universally designed web program 
may be successfully translated beyond the post stroke aphasia population specifically to 
assist practitioners working with a larger scope of populations with cognitive and 
communicative deficits and impairments in collaborative goal setting. 	  
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CHAPTER TWO: THEORETICAL AND EVIDENCE BASE 
Theoretical Concept 
While it is commonly understood by occupational therapy practitioners that 
collaborative goal setting leads to increased goal achievement (Sugavanam, Mead, 
Bulley, Donaghy, & van Wijck, 2013), the current literature shows that people with post 
stroke aphasia are not optimally involved in the collaborative goal setting process (Berg, 
Askim, Balandin, Armstrong, & By Rise, 2017; Berg, By Rise, Balandin, Armstrong, & 
Askim, 2016; Rohde, Townley-O’Neill, Trendall, Worrall, & Cornwell, 2012). This leads 
to reduced goal achievement (Sugavanam et al., 2013) and ultimately less leisure and 
social participation (Hilari, 2011; Eriksson, Aasnes, Tistad, Guidetti, & von Koch, 2012; 
Nätterlund, 2010).  In this chapter, the problem of sub-optimal involvement in 
collaborative goal setting in the post stroke aphasia population will be examined through 
the lens of Universal Design for Learning (UDL), an educational framework for 
designing flexible curricula in a manner that allows all participants to engage and learn 
(Post, 2015). 
UDL theory proposes that there are three networks in the brain that must be 
engaged for optimal learning to occur: the recognition network, the strategic network, and 
the affective network (Post, 2015).  See Figure 2-1. The recognition network processes 
sensory information to identify the material being taught, or the “what” of learning. The 
strategic network controls the “how” of learning, and helps plan, execute, and monitor 
how one thinks. The affective network controls the “why” of learning, and determines the 
importance and meaning of learning to keep the learner engaged. UDL theory proposes 
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that each learner’s three networks are wired uniquely, and curricula should be developed 
in a flexible way that allows every learner to activate all three brain networks (Post, 
2015).  
		 13	
 
Figure 2-1: Universal Design for Learning Theory Model 
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 While UDL was originally created as a theory for developing school curricula to 
optimally engage and teach students, the framework UDL provides for supporting each 
learner’s unique needs can be translated into other contexts outside the classroom as well, 
and is specifically relevant for people with post stroke aphasia. Just as UDL theory 
emphasizes that each learner’s brain is wired uniquely and curricula should be developed 
in a way to accommodate all learners (Post, 2015), people post stroke each present with 
different communication, cognitive, and physical impairments which affect their ability 
to participate in collaborative goal setting (Johannson, Carlsson, & Sonnander, 2012; Le 
Dorze, Salois-Bellerose, Alepins, Croteau, & Hallé, M. C. (2014). UDL theory 
encourages one to look at the problem of sub-optimal involvement in collaborative goal 
setting through the lens of how these communication, cognitive, and physical 
impairments acquired post stroke affect the participant’s three brain networks, and how 
the tools therapists use to guide collaborative goal setting can be adapted to more flexibly 
cater to each participant’s unique needs. 
Overview of the Problem 
 See Figure 2-2 for a visual model of the overview of the problem as described 
below. 
If a person has a stroke, then they are likely to have some combination of 
physical, cognitive, and/or communicative impairments, which may impact occupational 
performance. When a person has physical, cognitive, and/or communicative impairments 
after a stroke, there are barriers to participating in collaborative goal setting, both real and 
perceived by the practitioner (Johannson et al., 2012; Le Dorze et al., 2014). Research 
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indicates that if barriers exist and the practitioner does not think the client is able to 
participate in collaborative goal setting, then the practitioner does not provide the client 
with the opportunity to participate in collaborative goal setting at all (Tucker, Edwards, 
Mathews, Baum, & Conner, 2012). Ultimately, both real barriers and perceived barriers 
lead to decreased participation in collaborative goal setting for people with post stroke 
aphasia. 
Additionally, the practitioner’s decision to not include the client in collaborative 
goal setting is mediated by external pressures from management (Berg et al., 2016; 
Lloyd, Roberts, & Freedman, 2014; Rohde et al., 2012). If there are external pressures on 
the practitioner from management to create certain types of goals, then the practitioner 
and client may have different preferences regarding goal setting (Gustafsson & 
McLauglin, 2009; Rohde et al., 2012; Sugavanam et al., 2013). If the practitioner and 
client have different preferences regarding goal setting, then the practitioner may not 
provide opportunities to the client to engage in client centered goal setting. If the 
practitioner does not provide the client with opportunities to engage in client centered 
goal setting then either the practitioner will engage in practitioner lead goal setting or the 
practitioner will collaborate with the caretaker to receive proxy report and proxy 
collaboration in goal setting (Berg et al., 2016). However, if goals are being created by 
the practitioner and/or proxy report, then the client with aphasia is not fully included in 
the goal setting process. If the client is not included in collaborative goal setting, then the 
client is expected to demonstrate reduced goal achievement (Sugavanam et al., 2013). If 
the client demonstrates reduced goal achievement, then the client will likely report fewer 
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leisure activities and less social participation (Eriksson, et al., 2012; Hilari, 2011; 
Nätterlund, 2010). If the client demonstrated decreased leisure and social participation 
then the client may also be expected to report higher psychological and emotional distress 
(Hilari, 2011; Cruice, Worrall, & Hickson, 2011). 
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Figure 2-2: Proposed Explanatory Model of the Problem
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Research Evidence Supporting the Proposed Model of the Problem 
As mentioned above, the literature shows that people with post stroke aphasia 
have occupational gaps distinct in type and intensity from the general stroke population. 
This population has been found to participate in fewer leisure activities (Hilari, 2011; 
Nätterlund, 2010; Niemi & Johansson, 2013), engage in less social participation (Hilari, 
2011; Nätterlund, 2010), and report higher psychological and emotional distress than 
those without stroke and aphasia (Cruice, et al., 2011). Due to the communication 
barriers innately distinct to this population, research on this topic is difficult to perform. 
In an extensive literature review, two out of the four studies (Nätterlund, 2010; Niemi & 
Johansson, 2013) were small, qualitative studies with 20 or fewer subjects and thus 
required that participants were able to answer interview questions, meaning people with 
severe aphasia were not represented. However, two studies were stronger quantitative 
studies, which compared participants with aphasia to participants without in either a 
longitudinal or cross-sectional manner (Hilari, 2011; Cruice et al., 2011). All four studies 
corroborated the proposition that people with aphasia demonstrate occupational gaps in 
leisure and social participation and experience higher psychological and emotional 
distress. 
 Barriers to communication in people with aphasia vary on an individual basis, and 
include factors of the person, such as emotional distress, physical recovery, and cognitive 
impairment (Johannson et al., 2012; Le Dorze et al., 2014); factors of the physical 
environment, such as poor acoustics and being in a familiar versus unfamiliar 
environment (Johannson et al., 2012; Le Dorze et al., 2014); and factors of the 
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communication partner, such as if they have knowledge of aphasia and support their 
partner throughout communication (Howe, Worrall, & Hickson, 2008; Johannson et al., 
2012; Le Dorze et al., 2014).While often practitioners turn to proxy support to collect 
goals, unfortunately, proxy report has been shown to be inaccurate or not fully 
encompassing of the patient’s perspective (Cruice, Worrall, Hickson, & Murison, 2005; 
Haley, Womack, Helm-Estabrooks, Lovette, & Goff, 2015; Wallace et al., 2017).  All 
three studies found collecting data on the factors that affect communication were small 
qualitative studies based on individual or group interviews of between 10 and 17 
participants (Howe et al., 2008; Johannson et al., 2012; Le Dorze et al., 2014). Studies 
looking at proxy report were slightly stronger, with two quantitative and one qualitative 
in nature, each comparing self-report of a person with aphasia to proxy report. In the end, 
all three studies agreed that proxy report is not fully representative of people with 
aphasias’ opinions and reports of participation (Cruice et al., 2005; Haley et al., 2015; 
Wallace et al., 2017). 
 Having established that people with aphasia each experience unique barriers to 
communication (Howe et al., 2008; Johannson et al., 2012; Le Dorze et al., 2014), it is of 
no surprise that research shows the implementation of collaborative goal setting is 
lacking in both the post stroke population as a whole (Gustafsson & McLaughlin, 2009; 
Lloyd, et al., 2014; Rosewilliam, Roskell, & Pandyan, 2011; Sugavanam et al., 2013) and 
the post stroke aphasia population specifically (Berg et al., 2017; Berg et al., 2016; Rohde 
et al., 2012). The evidence shows this is due in part to different preferences of clients and 
practitioners when creating goals (Gustafsson & McLauglin, 2009; Rohde et al., 2012; 
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Sugavanam et al., 2013), the unique client factors affecting each client (Berg et al., 2017; 
Lloyd et al., 2014), and the communication barriers of people with aphasia (Berg et al., 
2016; Rohde et al., 2012; Rosewilliam et al., 2011; Sugavanam et al., 2013).  Of these 
articles, five were qualitative interviews with 20 or fewer subjects (Berg et al., 2017; 
Berg et al., 2016; Gustafsson & McLauglin, 2009; Lloyd, et al., 2014; Rohde et al., 
2012). The final two studies were systematic reviews of 17-27 articles both quantitative 
and qualitative in nature to assess goal setting in the post stroke population, however 
neither systematic review focused exclusively on the post stroke aphasia population 
(Rosewilliam et al., 2011; Sugavanam et al., 2013). However, the higher quality 
systematic reviews of a more generalized population support and agree with the articles 
of lesser quality but a more specific population, all agreeing that collaborative goal 
setting is lacking in this population. 
 Research regarding what self-report outcomes are currently being used to measure 
participation and occupational gaps in people with aphasia is much less clear. Currently, 
both aphasia specific and non-aphasia specific self-report outcome measures are being 
used (Brandenburg, Worrall, Rodriguez, & Bagraith, 2015; Coates, Irvine, & Sutherland, 
2015; Dalemans, de Witte, Lemmens, van den Heuvel, & Wade, 2008; Haley et al., 2015; 
Tucker et al., 2012).  Aphasia specific assessments tend to share a few key elements: 
large photos and clear, short phrases printed in large font, and closed ended responses. 
Initial reviews show both assessments to be promising, with subjects demonstrating an 
ability to use the measures and reporting satisfaction with the measures, however more 
quantitative research is required to fully assess the reliability and validity of these 
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measures, as these studies contained only one and ten subjects respectively (Coates et al., 
2015; Haley et al., 2015). Alternatively, many self-report measures of participation not 
specifically for people with aphasia have been considered in the aphasia research 
(Brandenburg et al., 2015; Dalemans et al., 2008; Tucker et al., 2012). However, 
continued research must be done to determine what makes an outcome measure 
appropriate for those with aphasia. Two small studies, one qualitative and one 
quantitative, are beginning to show practitioners may assume people with aphasia are less 
able to participate in self-report assessments than they really are (Dalemans et al., 2008; 
Tucker et al., 2012). Overall, the literature shows that people with post stroke aphasia are 
not optimally involved in the collaborative goal setting process (Berg et al., 2017; Berg, 
et al., 2016; Rohde et al., 2012), leading to reduced goal achievement (Sugavanam, et al., 
2013) and ultimately less leisure and social participation (Hilari, 2011; Eriksson et al., 
2012; Nätterlund, 2010).   
Evidence Supporting Aphasia Friendly Formatting 
Both objective and subject research has shown aphasia friendly formatting to 
support comprehension of written material in people with aphasia (Brennan, Worrall, & 
McKenna, 2005; Rose, Worrall, Hickson, & Hoffman, 2011a; Rose, Worrall, Hickson, & 
Hoffman, 2011c; Wilson & Read, 2016). Aspects of formatting which support 
comprehension include using a sans sarif font such as Ariel (Rose et al., 2011a; Rose et 
al., 2011c; Wilson & Read, 2016), use of a larger font size such as size 14 or 30 (Brennan 
et al., 2005; Rose et al., 2011a; Rose et al., 2011c), and utilizing increased white space 
such as with a 1.5 line spacing (Brennan et al., 2005; Rose et al., 2011a; Rose et al., 
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2011c). Additional aspects include use of simplified vocabulary, short text, (Brennan et 
al., 2005; Rose et al., 2011a) and letter case formatting (Wilson & Read, 2016). People 
with aphasia informally report other aspects of design, such as use of headers, bold text, 
and bullets also aid in comprehension of written text (Rose et al., 2011a).  
 Although many sources informally list recommendations for “aphasia friendly” 
formatting, limited research has been done truly determine the specific aspects of text 
formatting that affect comprehension.  The above studies include two small quantitative 
studies of less than ten participants in which reading comprehension was tested under 
different formatting conditions (Brennan et al., 2005; Wilson & Read, 2016), and two 
studies in which qualitative data was collected regarding 40 subjects’ opinions on 
readability through semi-structured interviews and questionnaires (Rose et al., 2011a; 
Rose et al., 2011c). 
While much attention has been given to the question of what visual supplements 
best support written and verbal communication for people with aphasia, the conclusions 
are mixed. The research does not conclusively agree that any type of drawing or photo 
significantly improves comprehension (Brennan et al., 2005; Dietz, Hux, McKelvey, 
Beukelman, & Weissling, 2009; Rose, Worrall, Hickson, & Hoffmann, 2011b; Wallace, 
Dietz, Hux, & Weissling, 2012; Wallace, Hux, Brown, & Knollman, 2014; Wilson & 
Read, 2016; Worrall, Rose, Brennan, Egan, Oxenham, & McKenna, 2005), however 
people with aphasia tend to report a preference for supplemental photographs in written 
communications (Dietz et al., 2009; Rose et al., 2011b).  
 Of five quantitative studies looking at types of visual supports, only one showed 
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that high context photos led to significantly improved reading comprehension (Dietz et 
al., 2009), the rest finding no significant difference between any combination of high 
context photos, low context photos, line drawings, clip art, and no photo controls 
(Brennan et al., 2005; Rose et al., 2011b; Wallace et al., 2012; Wilson & Read, 2016). Of 
note, the single study finding a significant relationship between high context photos and 
comprehension was also the smallest and weakest of the studies, a single subject design 
over seven subjects (Dietz et al., 2009), while the four studies which did not find a 
significant relationship included two single subject designs over nine subjects (Brennan 
et al., 2005; Wilson & Read, 2016) and two case-controls with between 37 and 40 
subjects (Rose et al., 2011b; Wallace et al., 2012). 
However, the research does agree that reading comprehension response time 
increases when subjects with aphasia are presented with photograph supplements, 
especially when they are given high context photos with background information (Dietz 
et al., 2009; Wallace et al., 2014). Hypotheses over why this increased response time 
occurs are split: some arguing it is reflective of a deeper level processing occurring in the 
reader’s mind, and others predicting the pictures may simply be distracting (Brennan et 
al., 2005; Diet et al., 2009). The one fact that research does show conclusively which may 
begin to explain the reason for an increased response time when presented with 
photographs is that people with aphasia report a preference for supplemental photographs 
over drawings and over no visual supports. People with aphasia report that photos help 
increase their understanding (Dietz et al., 2009; Rose et al., 2011b). Thus, while the 
quantitative research does not show that high context photos alone lead to a significant 
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increase in reading comprehension, people with aphasia do reporting feeling as if these 
supplemental visuals are helpful to their comprehension (Brennan et al., 2005; Dietz et 
al., 2009; Rose et al., 2011b; Wallace et al., 2012; Wallace et al., 2014; Wilson & Read, 
2016; Worrall, et al., 2005).  
Although the research does make recommendations for aphasia friendly 
formatting, limited research has looked at applying aphasia friendly formatting to screens 
and technology to facilitate successful participation in technology use for people with 
aphasia. The majority of articles regarding technology use in populations with post stroke 
aphasia tend to focus on the barriers expected to limit use: cognitive impairments post 
stroke limiting ability to understand and utilize the interface and information displayed, 
physical impairments limiting ability to interact with the interface, visual deficits limiting 
the ability to scan the screen, and language impairments limiting ability to read and 
understand text on the interface (Brandenburg et al., 2013; Ghidella, Murray, Smart, 
McKenna, & Worrall, 2005; Kelly, Kennedy, Britton, McGuire, & Law 2016). There is 
limited research focusing on if and how technology can be channeled successfully with 
this population. 
 Another barrier limiting researchers’ ability to truly evaluate if technology can be 
successful utilized for people with aphasia is the wide scope of uses for technology 
(Brandenburg et al., 2013), making it difficult for researchers to come to conclusive 
findings regarding such a broad scope of potential uses. The use of alternative and 
augmented communication has been found to have limited success as it can be difficult to 
generalize to everyday use, it may lead to learned nonuse, and it is difficult to create 
		
25	
successful interfaces as optimal interfaces would involve personally relevant photos and 
are used in a different manner by each subject (Brandenburg et al., 2013; Dietz, 
Weissling, Griffith, McKelvey, & Macke, 2014). However, technology has been shown 
to have positive outcomes when utilized to disseminate information for educational 
purposes and when used to increase social participation (i.e. through reading and writing 
emails) in a post stroke aphasia population (Ghidella et al., 2005; Kelly et al., 2016).  
 While technology has been shown to be successful in increasing 
knowledge/education and social interactions, it is essential to consider the factors that 
may act as barriers or facilitators and thus influence the success of any given piece of 
technology. The primary barrier/facilitator is a person’s knowledge of and self-efficacy 
with navigating the technology. While the majority of the post stroke aphasia population 
report interest in utilizing technology (Brandenburg et al., 2013; Kelly et al., 2016), 
training courses may be required to increase self-efficacy and the population’s ability to 
navigate through the technology interfaces (Kelly et al., 2016). In addition, beyond 
following the aphasia friendly recommendations for paper writing, other factors of 
formatting must be considered, including: stability of the page, simple interface, visual 
simplicity, large buttons, and multiple modes of expressing information (pictures, 
symbols, text, etc.) in order to ease the cognitive and visual burdens on the population 
(Brandenburg et al., 2013; Dietz et al., 2014). 
Evidence Supporting Collaborative Goal Setting 
Client-centered goal setting is a basic tenant of occupational therapy, and is 
emphasized repeatedly throughout the Occupational Therapy Practice Framework 
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(AOTA, 2014). However, the evidence supporting collaborative, client-centered goal 
setting in physical disability rehabilitation is limited and of low quality (Holliday, Cano, 
Freeman, & Playford, 2007; Levack, Weatherall, Hay-Smith, Dean, & McPherson, 2015; 
VanPuymbrouck, 2014; Wressle, Eeg-Ologsson, Marcusson, & Henriksson, 2002), and is 
especially limited for post stroke populations (Bertilson et al., 2014; Rosewilliam et al., 
2011). 
 In both general physical rehabilitation populations and stroke populations, 
research has found that experimental groups with an emphasis on client based goal 
setting show no significant difference over control groups on participation levels and 
ADL function at the end of therapy (Bertilsson et al., 2014; Holliday et al., 2007; Levack 
et al., 2015; Rosewilliam et al., 2011; VanPuymbrouck, 2014), and in the only study 
found a larger change in ADL performance in the experimental group than in the control 
group, it still did not reach significance (Wressle, Eeg-Ologsson, Marcusson, & 
Henriksson, 2002). However, the evidence does support that collaborative goal setting 
improves subjects’ psychological outcomes; specifically, collaborative goal setting may 
lead to increased self-efficacy/autonomy (Holliday et al., 2007; Levack et al., 2015) and 
improved emotional status (Bertilsson et al., 2014; Levack et al., 2015; Rosewilliam et 
al., 2011). Additionally, subjects involved in client-centered goal setting demonstrate 
increased awareness to their goals over control subjects (Rosewilliam et al., 2011; 
Wressle et al., 2002). However, the translation from increased awareness of goals and 
improved psychological outcomes to improved functional participation in ADLs has yet 
to be demonstrated through empirical research. 
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 Due to the low quality and limited results of the aforementioned studies, it is 
difficult to determine the aspects of collaborative goal setting that are most likely to 
affect change. All of the aforementioned studies went about quantifying client-
collaboration differently, some focusing solely on using tools such as the COPM for 
collaboration in goal setting (Wressle et al., 2002), and other studies designing 
interventions to carry out that remain focused on the client-centered, collaborative goal 
setting throughout all therapy sessions, using tools such as a Goal Log and the goal-plan-
do-check cognitive strategy to assist subjects in thinking about their progress towards 
their goals each day (Bartilsson, 2014; Holliday et al., 2007; VanPuymbrouck 2014). A 
systematic review has found that not enough goal setting occurs in stroke rehabilitation to 
even map out the goal setting occurring and thoroughly assess it (Rosewilliam et al., 
2011), which may be a cause of the variety of different styles of collaborative goal setting 
trialed in the research.  Overall, however, none of these styles reigned supreme and none 
was strongly connected to improved outcomes in ADL participation at the conclusion of 
the program. 
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CHAPTER THREE: DESCRIPTION OF THE PROGRAM 
Program Description 
The proposed program, ClientCollab, is an online supplement to the Canadian 
Occupational Performance Measure (COPM). ClientCollab is designed to be 
administered by an occupational therapy practitioner in conjunction with the COPM to 
ease the communicative and cognitive burdens the COPM places on the client. The target 
population of this program is clients with post stroke Broca’s aphasia, and extensive 
research has been done on this population to ensure ClientCollab best caters to increasing 
understanding and communication in this population. However, ClientCollab is strongly 
grounded in the Universal Design of Learning (UDL) theory, and as such it is expected 
that ClientCollab could be generalized to use in other populations where clients 
demonstrate communication or cognitive impairments as well. 
Upon loading the website, the practitioner can select which sections and 
subsections of the COPM the practitioner would like to complete. For each subsection of 
the COPM the practitioner has selected, ClientCollab generates a list of common 
occupations and tasks within that category. These tasks are displayed one at a time on the 
screen, along with pictorial and written cues to assist the client in comprehension. Upon a 
task being displayed on the screen, the practitioner prompts the client to respond if the 
client can do this occupation or needs help/cannot do this occupation. A “not applicable” 
button is also available for occupations that the client did not partake in the occupation in 
the past and has no interest in partaking in the occupation currently. The “can do” and 
“need help doing” buttons are green and red respectively to further cue the client and aid 
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the client in understanding. At the end of each subsection, a list of all the occupations the 
client indicated he/she needs assistance with is generated.  
From here, the practitioner is expected to utilize the formal paper or online 
version of the COPM to complete Steps 2-4 as the practitioner normally would. These 
steps center around rating and scoring performance and importance of each occupational 
deficit. ClientCollab is not involved in adapting the rating or scoring of the COPM in 
order to assure the reliability and validity of the assessment remain high despite using the 
ClientCollab visual supplement for generating occupational deficits. See Table 3-1 for a 
brief overview of each step of the COPM. 
Step Description 
Step 1: Identification of 
Occupation Performance Issues  
      Step 1A: Self Care 
           Personal Care 
           Functional Mobility 
           Community Management 
      Step 1B: Productivity 
           Paid/Unpaid Work 
           Household Management 
           Play/School 
      Step 1C: Leisure 
           Quiet Recreation 
           Active Recreation 
           Socialization 
In this step, the practitioner asks the client to identify 
areas of occupational difficulty within nine 
occupational areas, as outlined to the left. 
 
It is proposed that ClientCollab will act as a visual 
supplement to this step. ClientCollab is expected to 
help the practitioner and client identify areas of 
occupational difficulty, which the practitioner will 
then mark on the paper COPM to be rated and scored 
in Steps 2-4 on the paper COPM as traditionally done 
when using the COPM. 
Step 2: Rating Importance On a scale of 1-10, the client is asked to rate the 
importance of each occupational performance issue 
identified in Step 1. 
Step 3: Scoring – Initial 
Assessment 
The five items which the client rated as most 
important in Step 2 are identified.  The client is then 
asked to rate his/her performance and satisfaction for 
each occupation on a Likert scale from 1–10. 
Step 4: Scoring - Reassessment At reassessment, the client is again asked to rate 
his/her performance and satisfaction for each 
occupation from 1-10. The therapist calculates change. 
Table 3-1: Brief Overview of the Steps of the COPM 
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Example to Illustrate Key Concepts 
 The proposed program, ClientCollab, is available free of charge to occupational 
therapy practitioners at the website domain www.clientcollab.net. Currently in its pilot 
phase, the ClientCollab supplement to COPM Section 1A: Self Care, Subsection 1: 
Personal Care is online and available for access. Below, an example of the ClientCollab 
interface for two ADL tasks can be found in Figure 3-1. 
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Figure 3-1: Example to Illustrate Key Concepts 
	
Key Features 
 Each aspect of the formatting of ClientCollab has been carefully curate to remove 
barriers and facilitate full and optimal communication between the client and practitioner. 
Practitioners are provided the opportunity to select to complete specific subsections or the 
entirety of the COPM to consider the time demands placed on the practitioner in different 
settings and target the conversation to match the needs of each therapist and client dyad. 
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While the COPM provides approximately three example occupations under each 
subsection, ClientCollab has generated an expansive list of occupations under each 
subsection to decrease the cognitive and communication burden of generating and 
verbalizing occupational challenges, as well as ensuring clients have carefully thought 
through the full scope of occupations that fall under each subsection.  
 The format of each page consists of a large, high context photo of a person 
performing the occupation or task in question, a caption describing the occupation in a 
large, sans serif font, and a green “can do” and red “need help” button, as well as a 
smaller, offset “skip; not applicable” button. Refer to Figure 3-1. 
Method of Delivery and Role of Personnel 
 The method of delivery of this program is through the website domain 
www.clientcollab.net. The website is free for all to access, however in order utilize 
ClientCollab fully, the occupational therapy practitioner must also have access to the 
formal paper or online version of the COPM assessment. While ClientCollab assists in 
identifying occupational performance issues, identifying these issues is only step one of 
the COPM, and upon the conclusion of ClientCollab, steps two through four of the 
COPM must be completed on the paper version of the COPM by the practitioner and 
client in order to get the full benefits out of both ClientCollab and the COPM. Thus, the 
practitioner must also have access to a pen and paper or online version of the COPM. 
 It is strongly recommended that this program be used on tablets, laptops, and 
desktop computers only. Due to the small screen size on phones, iPads, and other 
handheld devices, much of the formatting on ClientCollab is lost, thus diminishing the 
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advantage that the original formatting has by giving allowing the client access to both 
pictorial and written cues on the screen at the same time, with no need for scrolling. 
Additionally, the larger text size is a critical feature to reading comprehension in post 
stroke aphasia populations. 
 Finally, it is imperative that ClientCollab.net only be navigated by practitioners 
with knowledge and experience using the COPM. The client should not be given the 
mouse as using the mouse involves new physical and coordination challenges. The client 
can be encouraged to point to the boxes on the screen if this assists in communication, 
however only the practitioner administering the COPM should utilize the mouse or touch 
screen. Because the COPM does not have specific requirements regarding training in 
order to administer the COPM, any practitioner administering the COPM with a client 
with Broca’s aphasia and communication deficits would be appropriate to utilize 
ClientCollab after reading the brief set of directions on the ClientCollab website. After 
reading the brief instructions on the ClientCollab website, the role of the administrator is 
simply to navigate the patient through the online program, read the caption describing 
each photo out loud for the patient, prompt the patient as necessary, and select the 
appropriate choice “can do”, “need help doing”, or “not applicable”, based on the client’s 
report. Upon the conclusion of each subsection the therapist should then fill out the 
COPM using the information collected. 
Method of Recruitment 
 ClientCollab is targeted towards occupational therapy practitioners and 
occupational therapy students/future practitioners, as a tool to utilize with their clients 
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with aphasia. ClientCollab is targeted towards clinicians in any setting who have clients 
or anticipate having clients with Broca’s aphasia.  
Given that the program is entirely online and easy for any practitioner to utilize so 
long as they have a computer and internet access, the recruitment will primarily be online 
through OT specific blogs and websites, such as articles on social media, as well as 
through advertisements in OT magazines, and presentations at conferences. 
Additionally, as a kick off program, education on ClientCollab will begin with 
30+ students in Boston University’s entry-level Doctorate of Occupational Therapy 
Program. Students in this program each enroll in a course in which they must 
collaboratively set goals with community members with aphasia, and it is this author’s 
goal to bring ClientCollab to this group of students, and encourage them to trial the 
program with the client with whom they are working. The expectation is these students 
will be dispersing to a variety of work locations across the country within the coming 
years and will be able to share this resource with their peers in the future. 
Literature Review 
 All decisions made regarding ClientCollab are built upon extensive research 
regarding the communication and cognitive impairments of people with Broca’s aphasia, 
as well as on the theory of Universal Design of Learning (UDL).  Research with clients 
with post stroke aphasia has found specific guidelines for written comprehension, which 
are strictly followed in the ClientCollab formatting, including: use of a sans serif font, 
use of a large, size 30 font, utilizing increased white space, use of simplified vocabulary 
and short text, and letter case formatting (Brennan, Worrall, & McKenna, 2005; Rose, 
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Worrall, Hickson, & Hoffmann, 2011a; Rose, Worrall, Hickson, & Hoffmann, 2011c; 
Wilson & Read, 2016).  
The majority of evidence regarding technology use in populations with post 
stroke aphasia tends to focus on the barriers expected to limit use: cognitive impairments 
post stroke limiting ability to understand and utilize the interface and information 
displayed; physical impairments limiting ability to interact with the interface; visual 
deficits limiting the ability to scan the screen; and language impairments limiting ability 
to read and understand text on the interface (Brandenburg, Worrall, Rodriguez, & 
Copland, 2013; Ghidella, Murray, Smart, McKenna, & Worrall, 2005; Kelly, Kennedy, 
Britton, McGuire, & Law 2016). There is limited research focusing on if and how 
technology can be channeled successfully with this population. To circumvent much of 
these potential issues, it is critical that only the clinician administering the COPM use the 
mouse/touch screen and navigate the website; to the client the screen is meant as a visual 
aid only. 
Incorporation of Theory into Program 
The research does not conclusively agree that any type of drawing or photo 
supplement to written communication significantly improves comprehension in people 
with aphasia (Brennan et al., 2005; Dietz, Hux, McKelvey, Beukelman, & Weissling, 
2009; Rose, Worrall, Hickson, & Hoffmann, 2011b; Wallace, Dietz, Hux, & Weissling, 
2012; Wallace, Hux, Brown, & Knollman, 2014; Wilson & Read, 2016; Worrall, Rose, 
Brennan, Egan, Oxenham, & McKenna, 2005), however people with aphasia do tend to 
report preference for supplemental photographs in written communications (Dietz et al., 
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2009; Rose et al., 2011b). Personal preference, supplemented by UDL theory, which 
proposes that each learner’s brain networks are wired uniquely, and curricula should be 
developed in a flexible way that allows every learner to activate all three brain networks 
(Post, 2015), justifies the use of high context photos in order to supplement written and 
verbal cues and increase comprehension for all people with aphasia. Similarly, although 
there was no evidence found for use of color as a cue for comprehension (green for 
yes/can do and red for no/need help), UDL theory justifies this addition to ClientCollab 
as well, as both of these design features promote multiple options for representing 
material. 
 UDL theory also supports flexible curricula with multiple options of expressing 
material, which to a lesser extent is also incorporated into ClientCollab. ClientCollab 
provides close ended, binary questions with multiple means of expression including: 
verbally answering the question, pointing the corresponding button, shaking/nodding 
head, etc. By encouraging use of ClientCollab as a supplemental aide while also having 
the therapist present to administer the paper COPM, ClientCollab facilitates an 
environment that affords more opportunities for expression than either completing the 
standard COPM or completing a standard online survey without a therapist would afford. 
Expected Outcomes 
The objective of the program is to increase communication between client and 
practitioner during the goal setting process as well as to increase the number of goals 
developed with client input. Collaborative goal setting has been proven to increase 
motivation, performance, goal attainment, and satisfaction in post stroke populations 
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(Rosewilliam, Roskell, & Pandyan, 2011). As such, if the basic outputs of the program 
have been met the more long-term expected outcomes include increased participation in 
ADLs, IADLs, and leisure activities and ultimately decreased reliance on caregivers for 
assist and increased likelihood of return to original living situations. See Figure 3-2. 
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Figure 3-2: Logic Model: Expected Program Inputs and Outcomes 
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Barriers 
 One of the largest foreseeable barriers to full development of ClientCollab is the 
challenge involved in providing pre-generated list of occupations within certain 
subsections of the COPM. While the ClientCollab supplement to COPM Section 1A: Self 
Care, Subsection 1: Personal Care is online as a pilot and available for access, ADLs 
include only nine occupations and the various tasks which make each up, and are finite in 
scope. Other sections of the COPM, such as Section 1C: Leisure, Subsections 1 and 2: 
Quiet Recreation and Active Recreation are much larger in scope, and the occupations 
within these categories can vary significantly between clients depending on interests and 
culture. As such, creating a pre-generated list of occupations that is wide enough in scope 
to include all of the most likely common leisure activities, while each individual 
occupation being narrow enough in scope to facilitate understanding (ie: ball sports vs 
basketball) is expected to be a challenge. Additional literature review and/or focus groups 
to assess common leisure occupations in general and in post stroke populations may be 
helpful prior to the development of these sections of ClientCollab, however doing so at 
this time was outside of the scope of this project. 
 The largest foreseeable barrier to full implementation of ClientCollab upon 
completed development is the time demands required of the therapist to administer. 
While ClientCollab is expected to ease the cognitive and communicative burdens of the 
COPM it does so by requiring increased time for patients to go through a rather extensive 
list of occupations within each subsection. The feasibility of having the time to utilize 
ClientCollab may vary depending on the setting in which the occupational therapy 
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practitioner works. In an effort to address this barrier, ClientCollab will allow 
practitioners to select which or all of the nine subsections of the COPM the therapist 
would like to utilize. In this way it is hoped that the therapist can complete partial 
versions of the COPM in a manner that meets their needs while also their time 
constraints.  
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CHAPTER FOUR: EVALUATION PLAN 
Overall Vision 
Program evaluation is needed in both the formative and summative stages of 
development to assess both how the program is being implemented and if the program is 
producing the intended results. While ClientCollab is as evidence based as possible, 
program evaluation is imperative to assure the research base is being applied functionally 
in a way that useful. The following evaluation plan will include both an evaluability 
assessment, to determine the goals and priorities of each stakeholder and assess program 
readiness, and a second phase partial pilot trial of the program to collect both formative 
and summative evaluation information. At this stage the evaluation will assess if and 
what aspects of ClientCollab were a useful supplement to the COPM via formative data 
and if utilizing ClientCollab leads to increased collaborative goal setting between the 
patient with aphasia and the occupational therapy practitioner.  
Evaluability Assessment 
As one of the first parts of the program evaluation, an evaluability assessment will 
be performed to determine the goals and priorities of each stakeholder and assess 
program readiness (Wholey, 2015). Key stakeholders will be invited to participate in the 
evaluability assessment, including: people with aphasia; occupational therapists who 
specialize in neuro populations and may be using this program in the future; speech 
language pathologists who specialize in working with people with aphasia and are 
familiar with appropriate modifications to make to assessments to increase 
comprehension; rehab managers, who value both measurable assessments that show 
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change in clients’ outcomes as well as maintaining high productivity rates; and caregivers 
of people with aphasia, who are often asked to report on behalf of the person with 
aphasia. Necessary supporting documentation for the evaluability assessment includes the 
logic model (refer to Figure 3-2), research defining the problem (refer to Chapter 2), as 
well as research regarding the benefits of collaborative goal setting (refer to Chapter 2). 
Providing the appropriate supportive documentation is necessary when negotiating to 
facilitate achieving consensus among stakeholders. Research defining the problem and 
explaining why client-based goal setting leads to better outcomes will ensure all 
stakeholders understand broadly what the goal of the project is. Providing a logic model 
will help all stakeholders examine the relationship between program elements. Thus, if a 
stakeholder proposes a change, viewing the change within the context of the logic model 
can illustrate the impact the change will have on other aspects of the program. With these 
documents in place it is expected that stakeholders can collaborate and come to some 
consensus on their priorities for ClientCollab. 
Core Purpose 
 Assuming the evaluability assessment has been completed and key stakeholders 
agree the program is ready for a soft launch, a program evaluation at both the formative 
and summative levels is necessary during a pilot run of the program. At the formative 
level, perceptions of people with aphasia who have utilized ClientCollab will be collected 
via semi-structured interviews in order to determine which aspects of the program are 
helpful and which should be modified. At the summative level, the purpose is to 
determine if there are relational trends between using ClientCollab and a decrease in the 
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number of terminated thoughts/goals during client centered goal setting using the COPM. 
The assumption behind this research question is that a decrease in the number of 
terminated thoughts/goals will be correlated to an increase to the number of client-
centered goals made. Refer to Figure 3-2 for an in depth visual of the Logic Model 
depicting the expected program inputs and outputs. 
Participants 
Four subjects will be utilized in the study to ultimately allow for repeated 
measures. The subjects will be individuals with Broca’s aphasia status post stroke. The 
subjects can be of any age, gender, and time post stroke. The main inclusion criteria is 
that the subject must score 18/20 or greater on the Yes/No Questions subsection of 
Section II in the Western Aphasia Battery (WAB), in order to determine that they can 
consistently answer yes/no questions as they will be required to do when using 
ClientCollab. Refer to Table 4-1. 
Setting 
The setting for the study is quite flexible. All that is required is quiet room with a 
table, two chairs, a desktop computer with the screen angled so both parties can view it. 
The practitioner must have access to the mouse and the room must have stable Internet 
access. A tripod and video camera should be set up in the corner, providing a full frontal 
picture of the faces of both the therapist and subject in order to review and assess the 
subject’s facial and hand gestures as necessary. The room could be an office at a 
university, a meeting room at an inpatient/outpatient clinic, or a room in a community 
center.  
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Summative Level Data Collection 
Dependent Variable 
The dependent variable in the summative aspect of this study will be the “problem 
behavior” of the subject becoming frustrated when unable to express a thought and giving 
up on expressing it. This will be defined as the act of the subject beginning to express a 
thought verbally or through physical gestures and then terminating the thought expression 
prior to the therapist being able to confirm the thought/occupation with the subject. The 
frequency of terminated thoughts will be counted, with no matter to the duration of time 
the subject spends attempting to express the thought before ultimately terminating it. The 
assumption behind this research question is that a decrease in the number of terminated 
thoughts/goals will be correlated to an increase to the number of client-centered goals 
made. A decrease in problem behavior was selected as the dependent variable rather than 
an increase in the number of client centered goals created because each of the 
subcategories within the COPM are different and afford a different number of potential 
goals to be created. As such, some sections may facilitate a significantly larger number of 
goals than other sections, skewing the data (for example, the personal care section may 
have the potential for a significantly greater number of occupations then the work 
section).  
Measuring Change in Dependent Variables 
For data collection and analysis purposes the dependent variable will be collected 
and graphed to assess if there is a change in the number of terminated thoughts when 
using ClientCollab with the COPM versus when using the COPM on its own. As such, it 
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is critical that data is collected during each of the subsections of the COPM in a clear and 
accurate manner. Two observers will be trained in the operational definition of the 
dependent variable. Watching the recordings, they will each individually score the 
frequency of the problem behavior in each subsection, then come together to review their 
results. 100% agreement is expected, and the trained observes will be encouraged to re-
watch, reflect, and collaborate where they had differences in scores until they reach 
consensus. Because this is a relatively simple behavior to operationalize it is expected 
they will be able to reach this 100% consensus between their direct observation scores, 
but should this be impossible, the video clip in question will be presented to the first 
author for review and mediation. 
Standardized Tests Utilized 
The Yes/No Questions subsection of the Western Aphasia Battery Revised 
(WAB-R) will be utilized to establish inclusion criteria for subjects. This standardized 
test will help to determine if subjects can consistently answer yes/no questions, as they 
will be required to do when using ClientCollab. The subsection includes 20 yes/no 
questions, with 3 points awarded to a correct answer, which may be denoted by verbal 
communication, gestures, or eye blinks. See Table 4-1. No standardized tests will be used 
to measure the dependent variable, only direct observation. The independent variable (the 
COPM) is in itself a standardized test with a well-established treatment methodology, 
supported by research (Canadian Occupational Performance Measure, 2018). In order to 
ensure that the treatment methodology is carried out fully by the therapist during both the 
baseline and intervention portions of the study, prior to the study taking place the 
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occupational therapy practitioner who will give the COPM will be take part in a training 
class to review how to use the COPM. 
Sample of 5/20 questions on the Yes/No Questions Subsection of the Auditory 
Verbal Comprehension section of the Western Aphasia Battery (Aged Care Tests, 
n.d.) 
1. Is your name Smith? (“no” should be correct) 
2. Is your name Brown? (“no” should be correct) 
3. Is your name [real name]? 
4. Do you live in Toronto? (no should be correct) 
5. Do you live in [real residence]? 
Table 4-1: Sample of Questions on the Yes/No Subsection of the Western Aphasia Battery 
Independent Variable 
The independent variable in this study will be use of ClientCollab, an online 
supplement to the COPM. ClientCollab will be utilized while the therapist also follows 
the COPM treatment methodology in the intervention phase, and in the baseline phase the 
therapist will follow the COPM treatment methodology without any supplement to aide 
in communication, simply while sitting at the table across from the subject. 
Administering the Assessment 
Because step one of the COPM is nothing more than a framework for a semi-
structured interview to facilitate client centered goal setting, it is imperative that the 
administrator fully understands how to give the COPM and what a good semi-structured 
interview includes. Proper training is critical because the COPM does not come with a 
checklist or script that the therapist can follow to improve fidelity, and instead the 
therapist must understand the basic underlying treatment methodology (that is, to 
collaborate with the subject, encourage client identification of goals, etc) and apply it 
dynamically to the conversation in the moment. A second occupational therapist who also 
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has experience administering the COPM should review the video recordings of the 
sessions and assess the first occupational therapist for appropriate use of the COPM. 
Structure of the Study 
  Only the first step of the COPM, problem definition via semi-structured 
interview, will be conducted, and the latter steps (rating importance, selecting problems 
for scoring, scoring, and reassessing) will not be conducted. In the experimental setting 
the therapist will introduce the COPM to the subject in the same way as in the 
intervention phase, however ClientCollab will act as a structured guide for the semi-
structured interview process. In both cases the protocol given to the subject at the start 
will be very simple: work together with the therapist to answer his/her questions. Eight of 
the nine subsections of the COPM will randomly be divided into two groups (distributed 
separately for each subject). Four of these subsections will then be completed without the 
use of the ClientCollab, and the other four will be completed with the use of 
ClientCollab, in an AAAABBBB fashion. The four sections in phase A versus the four 
sections in phase B will be random and re-distributed for each subject. In this way the 
risk that some sections of the COPM afford easier conversations is addressed, and 
skewed data is avoided. However, by performing all four subsections in the A phase prior 
to performing any of the B phase it is hoped to decrease stress and frustration in subjects 
which may be caused by supplying them with a useful communication aide and then 
taking it away. This same structure will be repeated for each subject, over four trials total. 
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Internal Validity 
 One threat to internal validity in this study is repeated testing. Although there is 
not a formal assessment for subjects to learn and improve performance on, as they get to 
know the occupational therapy practitioner they are completing the COPM with they may 
learn about how to most successfully interact with their conversation partner, thus leading 
to a decrease in the number of terminated thoughts. In addition, as they repeatedly talk to 
the practitioner they may feel more comfortable around the practitioner, and continue to 
preserve through word finding difficulties and thus decrease the number of terminated 
thoughts.  
Approach to Data Analysis 
 Data will be graphed and inspected visual for trends in slope. Because each phase 
only has four measurement periods C and Z statistics cannot be utilized, nor can binomial 
test. However, the standard deviation band will be calculated to assess for changes in 
slope throughout. Changes in slope greater than two standard deviation bands may be a 
sign that actual and significant change is occurring during the intervention. 
Formative Level Data Collection 
 At the formative level of data collection, immediately following the AAAABBBB 
experimental trial, subjects will be asked to participate in a semi-structured interview 
with a third-party interviewer. Interview questions have been worded in a simple, 
straightforward manner to aide in comprehension. Questions have been designed in a 
manner that interviews are able to respond with simple yes/no answers if this is all they 
are able, however the interviewer will be encouraged to ask follow up questions where 
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appropriate in order to allow for in depth thematic analysis. Questions will be read aloud 
and written on paper in an aphasia-friendly format, with one question per sheet of paper. 
The corresponding sheet will be given to the subject when the interview reads the 
question. Additionally, resources to aid in communication will be on the table and 
available for use at the interviewer and/or interviewee’s discretion. These include: an 
iPad with internet access, a visual handout of a five-point Likert scale, and a paper and 
pen. Questions will include: 
Was the text helpful? 
Were the photos helpful? 
Were the green and red colors for yes and no helpful? 
Did ClientCollab take too long to use? 
Was ClientCollab in depth enough? 
Interviews will be transcribed, indexed and coded to search for common themes using 
hermeneutic methods. Ideally, this would be done by two separate unbiased assessors 
who would them come together and discuss their results collaboratively and propose their 
final results.  Final results will be used in a less formal manner than the summative data 
outlined above. Instead, if common themes are noted regarding ways to improve 
ClientCollab, it may require changes be made and summative data collection occur again 
to determine if there is a change in outputs and outcomes once these formative changes 
have been applied. 
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CHAPTER FIVE: FUNDING PLAN 
Description of the Problem 
The proposed program, ClientCollab, is an online supplement to the Canadian 
Occupational Performance Measure (COPM). ClientCollab is designed to be 
administered by an occupational therapy practitioner in conjunction with the COPM to 
address the communicative and cognitive challenges the COPM may place on the client 
when asking the client to self-identify his/her daily occupational challenges. The 
objective of the program is to increase communication between client and practitioner 
during the goal setting process as well as to increase the number of goals developed with 
client input. ClientCollab is meant to supplement the goal setting aspect of the COPM 
however it is not meant or able to fully replace it, and must be used in conjunction with 
the original COPM as it was intended.  ClientCollab will be available free of charge at 
www.clientcollab.net.  
Funding Plan Objective 
 While still in its pilot phase, ClientCollab has already proven to be a passion 
project of many, with expenses supplemented by in-kind donations from local experts for 
computer coding, photography, modeling services, and web design. While 
acknowledging that these gifts have been instrumental to ClientCollab’s soft launch, the 
objectives of this chapter will be: (1) to outline the costs of creating a similar program, or 
finishing the creation of ClientCollab, as well as the costs of sustaining the program after 
the first year; (2) to outline resources available to supplement these costs. 
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Needed Resources/Budget 
 As an online tool, the start up expenses associated with planning and initially 
implementing the tool in year one are significantly higher than the expenses associated 
with maintaining, updating, and disseminating the tool in year two and beyond.  
Personnel 
Multiple critical personnel were involved in the successful creation of 
ClientCollab, namely the program designer, computer programmer, web designer, and 
photographer/model.  
 The program designer is the occupational therapist who is charged with creating 
the vision and overseeing the production of ClientCollab. The program designer must be 
familiar with both the COPM and the population of individuals with aphasia. 
Responsibilities in year one include: conducting a review of the evidence literature, 
identifying common occupational deficits within each subsection of the COPM, directing 
the photographer in designing clear, high context photos of these occupations, and 
directing the computer programmer and web designer in the implementation of an 
aphasia friendly computer program and website. In future years, the program designer is 
also charged with updating ClientCollab to include new occupations that reflect new 
cultural trends, identifying the need to update photos to reflect the current times, and 
disseminating awareness about the tool to occupational therapy practitioners via 
appropriate venues and online avenues. The program designer should be compensated 
equivalent to the per diem rate of an occupational therapist, which is approximately $50 
per hour. It is estimated that the program designer will dedicate approximately 100 hours 
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in the first year, and 50 hours in year two and beyond. 
 The computer programmer is charged with creating the JavaScript coding which 
makes up the physical program of ClientCollab, and is ultimately embedded within the 
website. The pro bono computer programmer estimates he has already donated 
approximately 24 hours of time thus far to design the program, meet with the program 
designer, and make changes as requested. Now that the coding is fairly established, it is 
estimated that another 24 hours would be required to create the other eight subsections of 
the COPM. The hourly rate for a consultant JavaScript programmer in North America is 
approximately $50 dollars an hour (Codementor, 2019). It is estimated to require two 
hours per year after the first year to update the coding as needed to add new occupations 
as necessary. 
 The web designer is charged with creating the website around the ClientCollab 
program, including the home page, instructional page, and the page which hosts the 
actual program. The website around the page should be simple, clean, and basic. The web 
designer must also meet with the program designer and make edits to the page to ensure it 
is in an aphasia friendly and universally accessible format. Because the website is small 
and basic it is expected to take only five hours for this job to be completed. It is expected 
to take a half hour every six months (one hour per year) to edit the website after the first 
year. Because this website is fairly simple and the pool of candidates who freelance as 
web designers is ever growing, it is expected a fairly junior candidate could complete this 
job. The average hourly rate of a freelance web designer is $60 an hour (NJ Creatives 
Network, 2019).  
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 Finally, a model and photographer are required to create the visuals for each 
occupation within ClientCollab. The photographs should be taken within context and be 
high enough quality to be easily viewed on any size computer screen. It is recommended 
that a photographer be hired to ensure proper lighting, focus, and quality of photos. An 
entry level photographer charges on average $50 an hour (Pixpa, 2018). The model 
should appear to be of a similar demographic as people of a higher stroke risk. The job 
does not require any previous experience or skills beyond following basic directions. The 
compensation for this job would be minimum wage of $15 an hour. Photographs for the 
first subsection of the COPM took two hours to shoot and an additional one hour to edit. 
Eight more subsections exist, and as such the photographer would require 24 additional 
hours of time to complete and the model 16. After the first year the budget should reflect 
the need to call both the model and photographer back in for one hour a year in order to 
update pictures and create new pictures to keep up with cultural trends, and an additional 
one hour a year for the photographer to edit and upload said photos. 
Supplies and Equipment 
The domain name www.clientcollab.net was purchased for the ClientCollab 
website as it is simple to recognize and critical for branding and name recognition. It was 
purchased through GoDaddy for $17.99 (GoDaddy, 2019), and must be renewed each 
year. The domain name will be hosted through the web hosting platform iPage. For $7.99 
a month, iPage includes web hosting with unlimited disc space and no limits on 
bandwidth. Additionally, iPage includes a website builder which can be used by the web 
designer to further ease the process of creating a website, thus making the five hour time 
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frame for website design a realistic prediction. The cost for one year of web hosting with 
all these features is $95.88 (iPage, 2019). 
 As the program is online and it is recommended ClientCollab be viewed on larger 
screens such as laptops and desktops, a laptop is a necessity for the program manager to 
complete her responsibilities and to ensure the formatting translates to computers 
correctly. The computer will need to have wireless internet connection. The best-selling 
laptop on Walmart is a 15-inch Dell Inspiron 15 5000, which retails for $399 (Walmart, 
2019). This would be a one-time expense. Wireless Wi-Fi will also be required to allow 
the program manager to access the program and website. In the greater Boston area the 
primary Wi-Fi provider is Comcast, with Verizon available in limited areas.  A high-
speed Comcast program runs $59.99 per month, or $720 a year.  This will be a yearly 
expense each year ClientCollab is in existence. 
 As ClientCollab is exclusively online, there are no physical materials required to 
create and sustain the program beyond a laptop. See Table 5-1 for details. 
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 ITEM COST YEAR 1 YEAR 2 RATIONALE 
PE
R
SO
N
N
EL
 
Program 
Designer 
$50 per 
hour 
x 100 hours 
$5,000 * 
x 50 
hours 
$2,500 * 
Perform literature reviews, 
identify occupational deficits, 
direct personnel in creating 
aphasia friendly photos and web 
programming 
Computer 
Programmer 
$50 per 
hour 
x 48 hours 
$2,400 * 
x 2 hours 
$100 * 
Create and update the JavaScript 
coding behind ClientCollab so 
that the program properly rotates 
through occupations, tracks 
responses, etc. 
Web 
Designer 
$60 per 
hour 
x 5 hours 
$300 * 
x 1 hour 
$60 * 
Create and update the simple 
website which lists instructions 
and introductions and has the 
ClientCollab web program 
embedded within it 
Photographer $50 per 
hour 
x 27 hours 
$1,350 * 
x 2 hours 
$100  * 
Capture photos of each 
occupation as directed by the 
program manager and edit photos 
for optimal clarity and sizing 
Model $15 per 
hour 
x 18 hours  
$270 * 
x 1 hour 
$15 * 
Follow photographer and 
program manager directions to 
model each occupation 
SU
PP
LI
ES
/E
Q
U
IP
TM
EN
T 
Domain 
Name 
$17.99 
per year 
$17.99 $17.99 Ownership of 
www.clientcollab.net 
Web Hosting 
Platform 
$95.88  
per year 
$95.88 * $95.88  * Web hosting with unlimited disc 
space and no limits on bandwidth 
Laptop $399  
one time 
cost 
$399 * $0 * Best-selling 15-inch laptop 
required for Program Designer 
use to perform her job duties and 
view ClientCollab website to 
assess formatting  
Wifi	 $720 a 
year 
$720 $720 Internet required to access 
ClientCollab website and 
program 
TOTAL EXPENSES $10,522.87 $3,608.87 Anticipate Year 3 and beyond to 
mimic the expenses of Year 2 
Table 5-1: Summary of Planning, Implementation, and Dissemination Expenses 
* Personnel or equipment available pro bono to support this author 
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Potential Funding Sources  
 The majority of the year one costs have been donated pro bono by the first author 
and the author’s exceptional community supports who have volunteered their computer 
knowledge pro bono. The rest of costs for the first year are expected to be taken on by the 
first author. However, funding can be obtained from outside grants and foundations as 
well, which may become increasingly pertinent in future years should dissemination costs 
increase. Refer to Table 5-2 for a summary of potential funding sources. 
 
Funding Source: Requirements: 
Agency for 
Healthcare Research 
and Quality (AHRQ)  
 
R36 Dissertation 
Grants 
This grant is open to any current doctoral student in a healthcare 
profession to provide financial assistance in completing their 
dissertation research as it aligns with AHRQ’s focus of 
improving health care quality 
 
Grant Range: Based on budget need, no more than $40,000 
 
https://www.ahrq.gov/funding/process/grant-app-
basics/appover.html 
American 
Occupational 
Therapy Federation 
(AOTF) 
 
Intervention 
Research Grant 
This grant is meant to provide seed money to researchers 
supporting occupational therapy and advancing people’s 
participation in meaningful occupations. It is targeted at PI’s who 
do not have substantial backing g already, however the PI must 
have mentorship from a more well-established research mentor. 
 
Grant Range: Not specified 
 
 https://www.aotf.org/Grants/Intervention-Research-Grant 
Dudley Allen Sargent 
Research Fund 
This grant is meant to provide up to $5,000 in assistance to 
Sargent college students to complete their research projects and 
doctoral projects to the highest quality possible. 
 
Grant Range: $5,000 
 
https://www.bu.edu/sargent/research/research-funding-
administration/dudley-allen-sargent-research-fund/ 
Department of Health 
and Human Services, 
National Institutes of 
Health  
This grant is meant to support higher education facilities among 
others in “maintenance/restorative care that can be tailored to 
individuals existing functional abilities”, with particular interest 
to stroke populations, among others. 
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Self Management 
Interventions and 
Technologies to 
Sustain Health and 
Optimize Functional 
Capabilities (PA-18-
164) 
Grant Range: Based on budget need, no more than $275,000 over 
two years with no more than $200,000 in first year 
 
https://grants.nih.gov/grants/guide/pa-files/PA-18-164.html 
Table 5-2: Potential Funding Sources 
 
Conclusion 
The majority of the expenses incurred to design and implement ClientCollab will 
be personnel expenses in the first year. It is anticipated that the majority of these costs 
will be supplemented by pro bono, in kind donations however should a program not have 
access to these donations, first year costs would be expected to reach approximately 
$10,522.87. As such, funding from outside grants and foundations may be a critical 
avenue to pursue in order to meet the funding needs of the program and get ClientCollab 
off the ground. 
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CHAPTER SIX: DISSEMINATION PLAN	
Description of Proposed Program 
The proposed program, ClientCollab, is an online supplement to the Canadian 
Occupational Performance Measure (COPM). ClientCollab is designed to be 
administered by an occupational therapy practitioner in conjunction with the COPM to 
assist the practitioner and client in the collaborative goal setting process. ClientCollab is 
meant to decrease the communicative and cognitive challenges the COPM may place on 
the client when asking the client to self-identify his or her daily occupational challenges 
by providing written, verbal, and visual cues. As such, the objective of the program is to 
increase communication between the client with aphasia related communication deficits 
and the occupational therapist practitioner during the goal setting process as well as to 
increase the number of goals developed with client input. 
Chapter Objectives 
 The purpose of this chapter is to outline the dissemination plan for ClientCollab. 
Although ClientCollab is free of charge for practitioners to use, without participation 
from practitioners, the time and effort spent creating the resource is meaningless, and the 
donation of continued resources to maintain, update, and expand the tool is unlikely. 
Therefore, a targeted dissemination plan is critical. The objectives of this chapter include: 
• To outline a series of clear messages regarding ClientCollab to encourage use of 
the tool, and the target audience of these messages.  
• To outline the logistics of disseminating these messages, including the platforms 
to be used and the required materials and tools used to do so. 
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• To outline the budget for dissemination and methods of evaluating the success of 
dissemination in order to promote successively larger scale dissemination and 
expansion. 
Dissemination Goals 
Long Term Goal 
• Clients who have engaged in collaborative goal setting utilizing ClientCollab 
throughout their time in occupational therapy will return to prior living 
arrangements with decreased reliance on caregivers for assist. 
Short Term Goals  
• Practitioners who work with populations with aphasia will self-identify one 
appropriate client and utilize ClientCollab with this client. 
• Practitioners who utilize ClientCollab will engage each client in setting at least 
one occupational therapy goal collaboratively. 
• Upon discharge from occupational therapy, clients who have used ClientCollab 
will have achieved a statistically significantly greater proportion of their short- 
and long-term goals than clients who were not involved in collaborative goal 
setting utilizing ClientCollab. 
Target Audiences, Key Messages, and Dissemination Activities 
  The primary audience that must be targeted in the dissemination process in order 
to best ensure short- and long- term goals are achieved are occupational therapy 
practitioners who work with populations with aphasia. Occupational therapy students will 
make up the secondary audience. While each of these key players are essential in 
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reaching the short- and long-term dissemination goals, the key messages must be framed 
slightly differently for each audience to view the program through a lens that is most 
relevant and pertinent to the population in question.  
Primary Audience: Occupational Therapy Practitioners 
Current occupational therapy practitioners who work with populations with 
aphasia were selected as the primary target audience. Current practitioners have the most 
immediate access to clients who would benefit from ClientCollab, as well as the most 
acute need for such a program. Research suggests that these practitioners are unable to 
engage many of their patients with aphasia in traditional collaborative goal setting 
(Tucker, Edwards, Mathews, Baum, & Conner, 2012).  
Primary Audience Key Messages 
As such, dissemination activities to this population will focus around educating 
practitioners on ClientCollab, while reviewing the benefits of collaborative goal setting 
and renewing enthusiasm in practitioners to create client centered and collaborative goals 
and treatment sessions with every client on their caseload. Key messages will include: 
• People with post stroke aphasia have occupational gaps distinct in type and 
intensity from the general stroke population (Cruice, Worrall, & Hickson, 2011; 
Hilari, 2011; Nätterlund, 2010; Niemi & Johansson, 2013), and thus the 
practitioner must target the goals and treatment of occupational therapy to meet 
each client’s unique needs. 
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• Collaborative goal setting benefits both the practitioner and client, and leads to 
increased goal attainment (Sugavanam, Mead, Bulley, Donaghy, & van Wijck, 
2013) 
• ClientCollab provides practitioners with a free of charge and easily accessible 
resource to supplement traditional collaborative goal setting methods. 
Primary Audience Sources/Messengers 
 The primary messenger will be Hannah Guskie, MS, OTR who is the program 
designer of ClientCollab and has seen ClientCollab up from a vision to the functioning 
pilot program it is today.  
Primary Audience Dissemination Activities  
Print Media 
• Poster: A poster will be created to introduce the problem of reduced collaborative 
goal setting in populations with aphasia as well as to introduce ClientCollab and 
outline how this program addresses the barriers to collaborative goal setting in 
this population. The poster will be reused at state and national conferences, 
pending acceptance each year, and can also be brought to meetings and lectures as 
a visual aid. The cost to print a poster is $99 (PosterPresentations.com, 2018), and 
can be reused from conference to conference. 
• OT Practice Magazine Advertisement: OT Practice is a monthly magazine 
focused on all aspects of occupational therapy practice, which reaches 61,000 OT 
students, practitioners, and professionals. A quarter page ad will be placed in OT 
Practice to inform practitioners about this new tool, at the cost of $1,044 
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(American Occupational Therapy Association, 2019a). Each issue of OT Practice 
centers around one or more themes, and while no themes listed for this upcoming 
year center directly around stroke/aphasia, the December 2019 issue will be a 
buyers’ guide, and involve articles regarding assistive technology and dementia as 
well as dysphasia interventions. While not entirely a match to the client 
population for ClientCollab, practitioners who work with dysphasia may also 
work with post stroke populations, and practitioners who work with assistive 
technology may also be interested in ClientCollab, and as such it is recommended 
ClientCollab begin by advertising in the December 2019 issue. 
Electronic Media 
• Instagram: Instagram is a growing network used not only for social networking 
with friends and acquaintances but also for communicating with businesses. The 
platform offers controlled advertising a business can purchase, however due to 
unmeasured and likely rather small size of the occupational therapy community 
on Instagram, purchasing controlled advertising was not viewed as a worthwhile 
expense at this time. Instead, networking through Instagram will take two primary 
routes. First, through the use of occupational therapy related hashtags on all posts 
made by the ClientCollab account, to allow practitioners who follow these 
hashtags to easily view ClientCollab’s content. Second, through a mass following 
of all accounts related to occupational therapy or run by OT practitioners, in the 
hopes that these accounts will accept the follow and possible follow back, thus 
increasing awareness to ClientCollab.  
		
76	
Person-to-Person Contact 
• AOTA Annual Conference: More than 8,000 practitioners, students, educators, 
and industry leaders have already registered for this year’s upcoming AOTA 
Conference, which is the largest yearly gathering of occupational therapy 
professionals (American Occupational Therapy Association, 2019b). The program 
designer proposes to submit a poster presentation to AOTA annual conference in 
order to disseminate information in an organized manner and attract practitioners 
who feel this information is pertinent to them. The poster will provide these 
practitioners with both written and verbal education on the program. The cost to 
attend the conference is $451 for AOTA members (American Occupational 
Therapy Association, 2019c).  
• Massachusetts Association for Occupational Therapy (MAOT) annual 
conference: Similar to the AOTA annual conference, the objective of attending 
the MAOT conference is to share the mission of ClientCollab with as many 
practitioners as possible via face to face communication and a poster presentation. 
MAOT conference charges $95 for presenters, and had 166 attendees in 2017 
(Massachusetts Association for Occupational Therapy, 2017). 
In addition to the cost of printing posters and ads and registering for conferences, 
the program designer must be compensated at the aforementioned rate of $50 an hour for 
presenting at conferences, for an estimated eight hours. See Table 6-1. 
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Secondary Audience: Occupational Therapy Students 
Occupational therapy students were selected as a secondary target audience for 
dissemination. The expectation being that target students will soon be dispersing to a 
variety of work locations across the country and will be able to share ClientCollab with 
their future peers. Students were not selected as a primary program because it is unclear 
how many of the students will work directly with people with aphasia, and as such it is 
unknown how many students will find the program directly useful in their future careers. 
However, involving ClientCollab in educational curricula is an excellent way to educate 
the next generation of practitioners on the tool. As such, as a kick off program, education 
on ClientCollab will begin with 30+ students in Boston University’s entry-level 
Doctorate of Occupational Therapy (OTD) program. Students in this program each enroll 
in a course in which they must collaboratively set goals with community members with 
aphasia; it is this author’s goal to bring ClientCollab to this group of students, and 
encourage them to trial the program with the client with whom they are working. In this 
way, these students will be the first cohort of secondary audiences targeted. 
Secondary Audience Key Messages 
Dissemination activities to this population will focus around educating students 
on the benefits of collaborative goal setting and introducing them to ClientCollab as a 
potential tool to use for treatment sessions with community members with aphasia as well 
as a potential tool for use down the road in clinical practice. Key messages will include: 
• People with post stroke aphasia have occupational gaps distinct in type and 
intensity from the general stroke population (Cruice et al., 2011; Hilari, 2011; 
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Nätterlund, 2010; Niemi & Johansson, 2013), and thus the practitioner must target 
the goals and treatments in occupational therapy to meet each client’s unique 
needs. 
• Collaborative goal setting leads to increased goal attainment (Sugavanam, Mead, 
Bulley, Donaghy, & van Wijck, 2013). 
• ClientCollab provides practitioners with a free of charge and easily accessible 
resource to supplement traditional collaborative goal setting methods. 
Secondary Audience Sources/Messengers 
 The primary messenger will be Hannah Guskie, MS, OTR. She is the program 
designer of ClientCollab and has seen ClientCollab up from a vision to the functioning 
program it is today.  
 The secondary messenger will be a faculty liaison between the program designer 
and the OT/OTA student population. Sarah McKinnon, OTD, OTR, BCPR, MPA is a 
lecturer in the occupational therapy department at Boston University and advisor to 
Hannah Guskie in the creation of ClientCollab, and will serve as a secondary messenger 
to the student population during early dissemination activities.  
Secondary Audience Dissemination Activities  
Print Media 
• Poster: A poster will be created to introduce the problem of reduced collaborative 
goal setting in populations with aphasia as well as to introduce ClientCollab and 
outline how this program addresses the barriers to collaborative goal setting in 
this population. This poster will be reused at state and national conferences, 
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pending acceptance each year, and can also be brought to meetings and lectures as 
a visual aid. The cost to print a poster is $99 (PosterPresentations.com, 2018), and 
can be reused from conference to conference. 
• OT Practice Magazine Advertisement: OT Practice is a monthly magazine 
focused on all aspects of occupational therapy practice, which reaches 61,000 OT 
students, practitioners, and professionals. A quarter page ad will be placed in OT 
Practice to inform practitioners about this new tool, at the cost of $1,044 
(American Occupational Therapy Association, 2019a). Each issue of OT Practice 
centers around one or more themes, and while no themes listed for this upcoming 
year center directly around stroke/aphasia, the December 2019 issue will be a 
buyer’s guide, and involve articles regarding assistive technology and dementia as 
well as dysphasia interventions. While not entirely a match to the client 
population for ClientCollab, practitioners who work with dysphasia may also 
work with post stroke populations, and practitioners who work with assistive 
technology may also be interested in ClientCollab, and as such it is recommended 
ClientCollab begin by advertising in the December 2019 issue. 
Electronic Media 
• Instagram: Instagram is a growing network used not only for social networking 
with friends and acquaintances but also for communicating with businesses. The 
platform offers controlled advertising a business can purchase, however due to 
unmeasured and likely rather small size of the occupational therapy community 
on Instagram, purchasing controlled advertising was not viewed as a worthwhile 
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expense at this time. Instead, networking through Instagram will take two primary 
routes. First, through the use of occupational therapy related hashtags on all posts 
made by the ClientCollab account, to allow practitioners who follow these 
hashtags to easily view ClientCollab’s content. Second, through a mass following 
of all accounts related to occupational therapy or run by OT practitioners, in the 
hopes that these accounts will accept the follow and possible follow back, thus 
increasing awareness to ClientCollab.  
Person-to-Person Contact 
• AOTA Annual Conference: More than 8,000 practitioners, students, educators, 
and industry leaders have already registered for this year’s upcoming AOTA 
Conference, which is the largest yearly gathering of occupational therapy 
professionals (American Occupational Therapy Association, 2019b). The program 
designer proposes to submit a poster presentation to AOTA Annual Conference in 
order to disseminate information in an organized manner and attract practitioners 
who feel this information is pertinent to them. The poster will provide these 
practitioners with both written and verbal education on the program. The cost to 
attend the conference is $451 for AOTA members (American Occupational 
Therapy Association, 2019c). 
• MAOT Conference: Similar to the AOTA Annual Conference, the objective of 
attending the MAOT conference is to share the mission of ClientCollab with as 
many practitioners as possible via face to face communication and a poster 
presentation. MAOT Conference charges $95 for presenters, and had 166 
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attendees in 2017 (Massachusetts Association for Occupational Therapy, 2017). 
• Lecture at Boston University: In order to encourage students to utilize 
ClientCollab as a tool to assist in collaborative goal setting with the volunteer 
community members with whom they are working, a short lecture explaining 
ClientCollab as well as how to adapt documents to be aphasia friendly will be 
given by Hannah Guskie to students. 
In addition to the cost of printing posters and ads and registering for conferences, 
the program designer must be compensated at the aforementioned rate of $50 an hour for 
presenting at conferences, for an estimated 8 hours. See Table 6-1. 
Year 1 Dissemination Budget 
Item Primary Audience (Practitioners) 
Secondary Audience 
(Students) Rationale 
Poster 
$99 
(PosterPresentations.com, 
2018) 
$0 
(Already budgeted, 
see primary audience)  
Brought to lectures and 
conferences to disseminate 
key information 
OT Practice 
Advertisement 
$1,044 
(American Occupational 
Therapy Association, 
2019a).  
$0 
(Already budgeted, 
see primary audience)  
Reaches a target audience of 
61,000 practitioners, students, 
and leaders 
Instagram $0 $0 
Free promotional stories and 
pictures to reach a small but 
self-selecting audience 
AOTA 
Conference 
$451 
(American Occupational 
Therapy Association, 
2019c) 
$0 
(Already budgeted, 
see primary audience)  
Dissemination via face-to-face 
contact as well as through a 
poster presentation to 
disseminate to over 8,000 
practitioners and students  
MAOT 
Conference 
$95 
(Massachusetts 
Association for 
Occupational Therapy, 
2017). 
$0 
(Already budgeted, 
see primary audience)  
Dissemination via face-to-face 
contact as well as through a 
poster presentation to 
disseminate to engaged MA 
practitioners and students  
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University 
Lectures $0 $0 
Invited; Promoted within the 
classroom to disseminate to 
30 OTD students who are in 
the midst of a school project 
in which ClientCollab could 
be a useful resource 
Time for 
Program 
Designer 
$400 
(8 hours at $50 per hour 
rate) 
$400 
(8 hours at $50 per 
hour rate) 
Cost associated with 
preparing and presenting at 
lectures and conferences, 
sharing via word of mouth 
through print/paper  
Expenses $2049 $400 Per audience 
Total 
Expenses $2449 
Table 6-1: Summary of Year 1 Dissemination Expenses  
Evaluation 
 It is essential to create objective standards that can measure the overall success of 
dissemination efforts in order to allow for continually assessment of and improvement 
within the dissemination process. Objective measures of the success of the dissemination 
plan include: 
• Rate of increase in the number of total website hits to www.ClientCollab.net, with 
attention given to time periods directly after conferences, lectures, and print ad 
publication. 
• Percentage of IP addresses (computers) who accessed the website. 
www.CleintCollab.net one or more additional times after maiden use 
• Number of followers and likes per picture posted to Instagram, rate of increase in 
the number of total Instagram followers with attention given to time periods 
directly after conference, lectures, etc. 
• Number of conferences to which ClientCollab’s poster presentation is accepted 
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• Number of repeat invitations in future years to university lectures. 
Conclusion 
 Through widespread dissemination of ClientCollab’s purpose and evidence-based 
background, it is hoped that the number of practitioners using ClientCollab will increase, 
along with clients’ involvement in goal setting and ultimately rates of goal attainment as 
well. However, for these goals to be met, and to make ClientCollab a worthwhile 
resource to continue to fund via grants and donations, practitioners must buy into the idea 
and utilize the tool. Clear and careful messaging to both occupational therapy 
practitioners and current occupational therapy students which explains the benefits of 
collaborative goal setting and the challenges with current goal setting strategies which 
ClientCollab aims to address is a crucial aspect of the dissemination process, as is careful 
consideration to the print, digital, and face-to-face modes of dissemination which best 
provide an engaged and captive audience of practitioners and students. 
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CHAPTER SEVEN: CONCLUSION 
While it is commonly understood by occupational therapy practitioners that 
collaborative goal setting leads to increased goal achievement (Sugavanam, Mead, 
Bulley, Donaghy, & van Wijck, 2013), the current literature shows that people with post 
stroke aphasia are not optimally involved in the collaborative goal setting process (Berg, 
Askim, Balandin, Armstrong, & By Rise, 2017; Berg, By Rise, Balandin, Armstrong, & 
Askim, 2016; Rohde, Townley-O’Neill, Trendall, Worrall, & Cornwell, 2012). This leads 
to reduced goal achievement (Sugavanam, Mead, Bulley, Donaghy, & van Wijck, 2013). 
ClientCollab is a theory-based and evidence-driven online visual supplement to 
the Canadian Occupational Performance Measure (COPM), designed to reduce the 
cognitive and communication burdens of the COPM and assist the practitioner and client 
with aphasia in the goal setting process. ClientCollab is guided by research on reading 
and pictorial comprehension of people with aphasia as well as by the Universal Design of 
Learning (UDL) theory. A critical feature of ClientCollab is that it is offered completely 
free of charge at www.clientcollab.net in order to increase accessibility to collaborative 
goal setting for all occupational therapy practitioners and their clients with aphasia. 
 ClientCollab aims to increase client engagement in the collaborative goal setting 
process for clients with aphasia by reducing the communicative and cognitive barriers 
required to utilize the COPM. By increasing client collaboration in goal setting it is 
expected that clients will have improved outcomes in therapy. Greater goal achievement 
in occupational therapy is hypothesized to be linked to increased social and leisure 
participation of well as increased in activities of daily living (ADL) participation, which 
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is correlated to decreased emotional and psychological distress (Eriksson, Aasnes, Tistad, 
Guidetti, & von Koch, 2012; Hilari, 2011; Nätterlund, 2010).  In this way it is expected 
that ClientCollab will increase quality of life and well-being of clients. 
 ClientCollab is also expected to assist the profession in moving towards 
becoming a truly client driven profession through creating goals and treatment sessions 
that are personally relevant and culturally appropriate for each client. Due to 
ClientCollab’s grounding in Universal Design for Learning theory, it is hoped that in the 
future ClientCollab can be expanded beyond just serving post stroke aphasia populations 
people to serving people with a variety of qualifying communication and/or cognitive 
impairments in order to further broaden the population of clients able to engage in 
collaborative goal setting.
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APPENDIX A: EXECUTIVE SUMMARY 	
CLIENT COLLAB: 
A SUPPLEMENT TO THE CANADIAN OCCUPATIONAL PERFORMANCE 
MEASURE TO FACILITATE CLIENT-CENTERED GOAL SETTING IN 
POPULATIONS WITH APHASIA 
Introduction 
Client goal setting is a core tenant of occupational therapy and found to be 
directly related to goal achievement (Sugavanam, Mead, Bulley, Donaghy, & van Wijck, 
2013). However, because collaborative goal setting traditionally requires self-report, it 
can be challenging for occupational therapists to engage in collaborative goal setting with 
people with aphasia. Aphasia is a language impairment resulting from a brain injury, such 
as a stroke, which results in deficits in the ability to understand and/or express written 
and/or spoken language. As such, people with aphasia are often excluded from 
collaborative goal setting (Berg, Askim, Balandin, Armstrong, & By Rise, 2017; Berg, 
By Rise, Balandin, Armstrong, & Askim, 2016; Rohde, Townley-O’Neill, Trendall, 
Worrall, & Cornwell, 2012). Rosewilliam et al. (2011) suggests that having clients with 
stroke involved in decision making is rare, despite the strong evidence that collaborative 
goal setting for people post stroke increases motivation, performance, goal attainment, 
and satisfaction (Rosewilliam et al., 2011). 
The Canadian Occupational Performance Measure (COPM) is a popular tool to 
aid in collaborative goal setting. It is designed for use by occupational therapy 
practitioners in collaboration with their clients in order to evaluate a client’s perceptions 
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regarding one’s ability to perform daily occupations and one’s satisfaction with one’s 
ability to do so. The assessment is known to be widely reliable and valid (Canadian 
Occupational Performance Measure, 2018). However, in some settings, such as with 
populations with impaired insight or ability to self-generate and/or express ideas, the 
COPM may not be appropriate. People with aphasia may be one such population. 
ClientCollab is a theory-based and evidence-driven online visual supplement to 
the COPM. ClientCollab is designed to reduce the cognitive and communication burdens 
of the COPM and assist the practitioner and client with aphasia in the goal setting 
process. ClientCollab is guided by research on reading and pictorial comprehension of 
people with aphasia as well as by the Universal Design of Learning (UDL) theory. 
The online program is available free of charge at www.clientcollab.net and is 
designed to be used in conjunction with the COPM. The content of the program parallels 
the section and subsection breakdown of the COPM and is to be used during step one of 
the COPM to assist in identifying occupational performance issues. The objective of the 
program is to increase communication between client and practitioner during the goal 
setting process as well as to increase the number of goals developed with client input. 
ClientCollab is meant to supplement the goal setting aspect of the COPM however it is 
not meant or able to fully replace the COPM.   
Theoretical Frames of Reference 
ClientCollab is guided by the Universal Design of Learning (UDL) theory. UDL 
theory proposes that there are three networks in the brain that must be engaged for 
optimal learning to occur: the recognition network, the strategic network, and the 
		
90	
affective network (Post, 2015).  The recognition network processes sensory information 
to identify the material being taught, or the “what” of learning. The strategic network 
controls the “how” of learning, and helps plan, execute, and monitor how one thinks. The 
affective network controls the “why” of learning, and determines the importance and 
meaning of learning to keep the learner engaged. UDL theory proposes that each 
learner’s three networks are wired uniquely, and curricula should be developed in a 
flexible way that allows every learner to activate all three brain networks (Post, 2015).  
While UDL was originally created for developing school curricula to engage and 
teach students, it can be translated to populations with post stroke aphasia as well. Just as 
UDL theory emphasizes that each learner’s brain is uniquely wired and curricula should 
be developed in a way to accommodate all learners (Post, 2015), people post stroke each 
present with different communication, cognitive, and physical impairments which affect 
their ability to participate in collaborative goal setting (Johannson et al., 2012; Le Dorze 
et al., 2014). UDL theory encourages one to look at the problem of sub-optimal 
involvement in collaborative goal setting through the lens of how these communication, 
cognitive, and physical impairments acquired post stroke affect the participant’s three 
brain networks, and how the tools therapists use to guide collaborative goal setting can be 
adapted to more flexibly cater to each participant’s unique needs. 
Best Practices for Intervention 
Both objective and subjective research supports aphasia friendly formatting to 
support comprehension of written material in people with aphasia (Brennan, Worrall, & 
McKenna, 2005; Rose, Worrall, Hickson, & Hoffman, 2011a; Rose, Worrall, Hickson, & 
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Hoffman, 2011c; Wilson & Read, 2016). Aspects of formatting which support 
comprehension include using a sans sarif font such as Ariel (Rose et al., 2011a; Rose et 
al., 2011c; Wilson & Read, 2016), use of a larger font size such as size 14 or 30 (Brennan 
et al., 2005; Rose et al., 2011a; Rose et al., 2011c), and utilizing increased white space 
such as with a 1.5 line spacing (Brennan et al., 2005; Rose et al., 2011a; Rose et al., 
2011c). Additional aspects include the use of simplified vocabulary and short text 
(Brennan et al., 2005; Rose et al., 2011a) and letter case formatting (Wilson & Read, 
2016). People with aphasia informally report other aspects of design, such as use of 
headers with bold text and use of bullet points also aid in comprehension of written text 
(Rose et al., 2011a).  
While much attention has been given to the question of what visual supplements 
best support written and verbal comprehension for people with aphasia, the conclusions 
are mixed. The research does not conclusively agree that any type of drawing or photo 
significantly improves comprehension (Brennan, Worrall, & McKenna, 2005; Dietz, 
Hux, McKelvey, Beukelman, & Weisslin, 2009; Rose, Worrall, Hickson, & Hoffmann, 
2011b; Wallace, Dietz, Hux, & Weissling, 2012; Wallace, Hux, Brown, & Knollman, 
2014; Wilson & Read, 2016; Worrall, Rose, Brennan, Egan, Oxenham, & McKenna, 
2005), however people with aphasia do tend to report preference for supplemental 
photographs in written communications (Dietz et al., 2009; Rose et al., 2011) and as such 
photographs were included as an additional cue in ClientCollab. 
Assessment and Outcome Measures 
ClientCollab will be evaluated in two stages, both prior to full website 
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development and after prototype development. Stage 1 will occur in the early stages of 
planning to assess if and what aspects of ClientCollab will be a useful supplement to the 
COPM. A group of key players including occupational therapists who specialize in neuro 
populations, rehab managers, people with aphasia, and the caregivers of people with 
aphasia will be brought together in order to determine collaboratively what the key 
priorities of ClientCollab should be. 
Stage 2 will be completed after full development to assess if utilizing 
ClientCollab leads to increased collaborative goal setting between the patient with 
aphasia and the occupational therapist. Eight of the nine subsections of the COPM will 
randomly be divided into two groups. Four of these subsections will then be completed 
without the use of the ClientCollab, and the other four will be completed with the use of 
ClientCollab, in an AAAABBBB fashion. This will be completed over four participants. 
Data will be collected in two ways. Upon completion of the assessment the perceptions of 
participants with aphasia who have utilized ClientCollab will be collected via semi 
structured interviews in order to determine which aspects of the program are helpful and 
which should be modified. Secondly, the number of terminated thoughts between the A 
and B phases will be analyzed to determine if there are relational trends between using 
ClientCollab and a decrease in the number of terminated thoughts/goals during client 
centered goal setting using the COPM. The assumption behind this research question is 
that a decrease in the number of terminated thoughts/goals will be correlated to an 
increase to the number of client-centered goals made. 
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Funding Plan 
The majority of the expenses incurred to design and implement ClientCollab will 
be personnel expenses in the first year. Personnel expenses include a program designer to 
perform literature reviews, identify occupational deficits, direct personnel in creating 
aphasia friendly photos and web programming; a computer programmer to create and 
update the JavaScript coding behind ClientCollab so that the program properly rotates 
through occupations, tracks responses, etc.; a web designer to create and update the 
simple website which lists instructions and introductions and has the ClientCollab web 
program embedded within it; a photographer to capture photos of each occupation as 
directed by the program manager and edit photos for optimal clarity and sizing; and a 
model to model each occupations in the photographs. 
Supplies and equipment to be purchase have a much smaller financial burden, 
however are still of importance to note. This includes the purchase of a domain name, 
web hosting platform, laptop, and Wi-Fi. 
 It is anticipated that the majority of the personnel costs will be supplemented by 
pro bono, in kind donations however should a program not have access to these expenses, 
first year costs would be expected to reach approximately $9,320 for personnel and 
$1,202.87 for equipment, for a total of $10,522.87. As such, funding from outside grants 
and foundations may be a critical avenue to pursue in order to meet the funding needs of 
the program and get ClientCollab off the ground. 
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Conclusion 
Including all clients in collaborative goal setting is a core tenant of occupational 
therapy, and is known to increase motivation, performance, goal attainment, and 
satisfaction (Rosewilliam et al., 2011). However, due to the real and perceived 
communication barriers associated with aphasia, people with aphasia are largely excluded 
from collaborative goal setting (Berg, Askim, Balandin, Armstrong, & By Rise, 2017; 
Berg, By Rise, Balandin, Armstrong, & Askim, 2016; Rohde, Townley-O’Neill, Trendall, 
Worrall, & Cornwell, 2012). ClientCollab is a critically needed resource to supplement 
the COPM and increase access to collaborative goal setting for both clients with aphasia 
and the occupational therapy practitioners who serve them.  
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ClientCollab: A Supplement to the Canadian 
Occupational Performance Measure to Facilitate 
Client-Centered Goal Setting in Populations with 
Aphasia 	
Hannah Guskie MS, OTR, OTD Candidate 
 
The Problem: 
Client goal setting is a core tenant of occupational therapy 
and is directly related to goal achievement (Sugavanam, Mead, 
Bulley, Donaghy, & van Wijck, 2013). However, because 
collaborative goal setting traditionally requires self-report, it can 
be challenging for occupational therapists to engage in 
collaborative goal setting with people with communication deficits 
secondary to aphasia.  
The Canadian Occupational Performance Measure 
(COPM) is a popular tool to aid in collaborative goal setting. The 
assessment is known to be widely reliable and valid (Canadian 
Occupational Performance Measure, 2018). However, in some 
settings, such as with populations with impaired insight or ability 
to express ideas, the COPM may not be appropriate. People with 
aphasia may be one such population. 
 
Proposed Solution: 
ClientCollab is a theory-based and evidence-driven online visual supplement to 
the COPM. ClientCollab is designed to reduce the cognitive and communication 
challenges of the COPM and assist the occupational therapy practitioner and client with 
aphasia in the goal setting process. ClientCollab is guided by the evidence research on 
reading and pictorial comprehension of people with aphasia as well as by the Universal 
Design of Learning (UDL) theory. 
• Available free of charge at 
www.clientcollab.net 
• Content parallels the section/subsection 
breakdown of the COPM and is to be used in 
conjunction with step one of the COPM to 
identify occupational performance issues 
• Objectives: increase communication 
between client and practitioner during goal 
setting and increase the number of goals 
developed with client input 
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Theory & Evidence Base: 
ClientCollab is guided by the Universal Design of Learning (UDL) theory and data 
on aphasia friendly text formatting. UDL theory proposes that there are three networks in the 
brain that must be engaged for optimal learning: the recognition network (the “what” of 
learning), the strategic network (the “how” of learning), and the affective network (the “why” 
of learning). Each learner’s three networks are wired uniquely, and programming should be 
developed in a flexible way that allows every learner to activate all three brain networks 
(Post, 2015).   
Both objective and subjective research has shown aphasia friendly formatting to 
support comprehension of written material in people with aphasia. This includes:  
• Larger font size 
• Increased white space 
• Use of a sans serif font 
Although the objective data is mixed, 
subjectively people with aphasia report a 
preference for supplemental photographs as a 
visual support in written communication 
(Dietz, Hux, McKelvey, Beukelman, & 
Weissling, 2009; Rose, Worrall, Hickson, & 
Hoffman, 2011). 
 
Impact on Occupational Therapy: 
 By increasing client collaboration in 
goal setting it is expected that clients will 
have improved outcomes in their therapy. 
Greater goal achievement in occupational 
therapy is hypothesized to be linked to 
increased social and leisure participation as 
well as increased activities of daily living 
(ADL) participation, which is correlated to 
decreased emotional and psychological 
distress.  
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